BOSTON SOCIETY OF PSYCHIATRY AND NEUROLOGY. 

October 20, 1904. 

The President, Dr. G. Aider Biumer, in the Chair. 

A Case of Cerebral Tumor .—This was reported by Dr. Webber. The 
patient was seen about one, year ago. She said she had been to the Massa¬ 
chusetts General Hospital six years previously. Her first illness was a 
convulsion just before going to the hospital. The left wrist and fingers 
were affected. Convulsions had been more or less frequent since, always 
of the same character. The left wrist, fingers and forearm were flexed; 
not always was there loss of consciousness. After she was seen by Dr. 
Webber she had no more attacks until near the close of life. At first there 
was no ankle clonus, no Babinski phenomenon; but later these became very 
marked. 

At the autopsy no disease elsewhere than in the brain existed. The 
right anterior central convolution was much wider than the left. A section 
through the brain following this convolution showed the subcortical tumor, 
about one and one-half inches in diameter, situated in the motor area for 
the wrist, fingers and elbow. 

The diagnosis was a tumor not in the cortex but in the motor tract. 
It was thought to be probably in the corona radiata, because there was more 
paralysis of the left arm and later of the leg, than is usually found in 
tumor pressing on or invading the cortex; there was less headache than 
usually attends tumor of the surface of the brain, and the attacks were 
less frequently generalized. 

Les Crises de Psycholepsie, of which the following is a resume of 
Temarks made by Dr. Pierre Janet: For several years, in our teaching, 
Professor Raymond and I have given the name psycholepsy to a certain 
number of psychological disturbances which frequently occur in the course 
of neuropathic conditions, and which play an interesting part in the in¬ 
terpretation of their active deliria. 

These disturbances are particularly clearly marked when they run a 
rapid course with a rather sudden onset; and they then constitute the 
psycholeptic crises. They are seen particularly in epilepsy and constitute 
one of those psychic equivalents of the seizures which have been described 
too often in a very confused way. 

Observation 1. A young woman of twenty-two, with typical epileptic 
attacks since puberty; following an attack which was cut shorty she sud¬ 
denly goes into the condition now to be described: She sees and hears 
everything as well as usual; but although she feels as usual, she begins 
to have doubts of everything. She no longer knows whether what she sees 
really exists or not. Looking at her mother she says: “I should like it if 
that lady were my mother, but I can’t bring myself to believe it. I can’t 
seem to get it into my head that that lady is alive.” She also has doubts 
about herself. She, too, has perhaps lost her personality, she isn’t sure. 
She no longer believes anything she is told, and she cannot work nor 
concentrate her attention. This condition lasted four days; another time 
six days. It usually terminated in a typical epileptic fit. 1 

We may find many analogous examples in those patients whom I have 
described under the name of psychastheniques, and who show impulsive 
actions, obsessions, delire de toucher, and folie du doute. 


'A more exhaustive study of this class of cases may be found in my 
latest work, “Obsessions et Psychasthenie,” vol. i. p. 506, and in the second 
volume published in collaboration with Professor Raymond, p. 56. 
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A patient described by Ball in 1880 said: “Suddenly I felt myself grow 
small and disappear ; there was nothing left of me except my empty body 
with the same external form as before; since then my personality has 
entirely gone * * * * everything around me has become queerer and 
queerer, so that now I not only do not know what I am, but am unable to 
appreciate what people call the existence of things, reality.” 

I have myself made a large number of similar observations. 

Very often foile du dontc, l’agoraphobia, and the various obsessions 
begin suddenly with a confusion of this kind. 

These crises may be short and followed by a more or less complete 
restoration of mental activity as is usually the case with epileptics; or they 
may be the point of departure for a long mental enfeeblement. If this is 
the case the feelings engendered by such a diminution of mentality play a 
very important part in the make up of the delirium. 

This state may at first be only of a negative character, there being no 
clear cut disturbances either of the various sensations, or of motion, or 
even, strictly speaking, of the intelligence. At the beginning there may 
be no true delirium. 

The positive features are at first the feelings which the subject ex¬ 
periences in regard to all his cerebral operations, feelings which bring him 
to say that everything about him is unfinished, incomplete, and without 
reality. 

Then one may note the disappearance of the will and power of at¬ 
tention, and the subject becomes incapable of adapting himself to the situa¬ 
tion in which he may be placed. In a word, we may say that the higher 
functions of the brain, which allow of adaptation to reality, as well as the 
feeling of realty itself, have disappeared; and that the lower functions alone 
are active. It is a lowering, a fall of the mind. 

It would be difficult to discuss in this connection the psychological 
interpretations of these mental states which have been advanced. It will 
be sufficient to indicate their clinical importance. 

Dr. J. J. Putnam said that he was reminded by Professor Janet’s re¬ 
marks of the sudden paralysis of motion which is occasionally seen in epi¬ 
lepsy without any antecedent convulsion, or more than a slight one. He said 
he could bear witness to the sudden onset of abnormal psychical states, and 
referred to an interesting case reported to him some years previously by 
Dr. Cowles. 

Dr. Adolf Meyer thanked the Society for the honor bestowed on him, 
and expressed his gratification over being able to attend this meeting and 
to hear Professor Pierre Janet. The visit of this illustrious investigator 
of psychopathology has illustrated a point on which he insisted, viz.: the 
great meaning of actual contact, of a living reality being brought within 
our reach. This is bound to have a sound influence on our somewhat 
one-sided tendencies of following the aspects of mental disease which point 
in the direction of definite diseases, such as many are directly inclined 
to regard as definite disease processes, or pathological entities. Professor 
Janet had sketched a group of psychic facts which evidently occur in many 
types and combinations. He had referred to epilepsy, to neurasthenia (if 
that is not already included in psychasthenia), and in a similar way we 
might point to its occurrence in what we now call manic-depressive in¬ 
sanity, and in other “entities.” At one time it stands alone and is desig¬ 
nated accordingly; at others it can be viewed under the perspectives of 
other units of presentation, a special reaction type, for some reason 
adapted to the form of another type which we have learned to appreciate 
in appropriate cases. A patient at the Worcester Hospital had been 
admitted several times with distinct attacks of psychasthenia, with doubts 
and mysophobia; her father is there with the third attack of periodic 
depression; his mother had suffered from periodic depression. In view of 
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the tendency of exclusive use of the concept of disease-process, Professor 
Janet’s lesson is a most timely one. It stands for a freedom with, and 
even a need of, multiple perspectives in the rating of the disorders we 
meet. That he declines anatomical and physiological paraphrasing of the 
directly observable mental reactions is another good point. He thus holds 
us to the ground which demands the investigation, instead of distracting 
us from it into imaginative constructions. The account which Dr. Cowles 
has given is a splendid illustration. Had the interest been directed to 
physiological or anatomical hypotheses, the case would have been suf¬ 
ficient as first stated. Studied on its own psychological merits it has been 
investigated more deeply and found to present a wealth of facts rather 
leading away from what it had appeared to be at first sight. From a type 
of sudden agoraphobia it became a case with peculiar vascillations, with 
both distress and exultation, and relatively little of the phobia formula. 
Altogether, this working together of many interests helps along in what 
the human race sorely needs, greater faith in a multiplicity of perspectives 
and the abandoning of too set and exclusive formulas in nosology, 
wherever the facts are really too complex to fit into too simple a scheme. 

Dr. Walton said that apart from the psychological interest in these 
phenomena it is of great practical importance that we learn, as far as 
possible, correctly to classify them, in order that the precursor, or the 
equivalent, of epilepsy may be distinguished from the less serious, though 
equally alarming, temporary derangement of the higher psychical function 
which indicates, perhaps, the obsessive temperament. Dr. Walton was 
consulted some years ago by a professional man of great acumen, who had 
experienced for a few minutes an utter loss of memory and affairs, even 
including the personality of his wife, his consciousness meantime being 
unimpaired, his speech unaffected, he himself being at the time acutely 
aware of his loss of mental grasp. He was reassured with confidence, 
and the event has proved the innocuousness of the experience. It would be 
no light matter to add the fear of epilepsy to the already sufficiently 
burdensome reflections of an idio-obsessive. because he had experienced 
such a temporary luxation of the associative mechanism. 

Dr. Webber said that the relation of psycholepsy to ordinary epilepsy 
is interesting. Dr. Walton had mentioned the fear a patient had that 
attacks of folie du doute might change to epilepsy. As an instance of the 
reverse, which gives additional force to the theory that the two are closely 
related, Dr. Webber mentioned the case of a patient who many years ago 
was under his care with well marked epilepsy, having grand mal and petit 
mal. The attacks ceased, and he has had none since. Three or four years 
he came to Dr. Webber much disturbed by doubts as to whether he had 
done right, had told the truth; doubts as to his honesty, as to the effects 
upon others of what he had done. There was not the slightest foundation 
for such anxiety or doubts. He was satisfied temporarily; but he came 
again and again with the same or similar doubts. For more than a year 
Dr. Webber had not seen him. In a mild way he had folie du doute. 
Was that the equivalent of his former epilepsy, psychic instead of kinetic? 

Dr. Knapp wished to thank Dr. Janet for the honor he had done the 
Society by consenting to speak to them on so interesting a subject. It 
had seemed as though a distinction might be made in these forms of 
psycholepsy between primary and secondary lowering of the mental plane. 
In a number of cases of obsession, or morbid fear, anxious states develop, 
and then, secondarily, as a result of the anxiety, there is a notable lower¬ 
ing of the mental plane. These conditions may fairly be distinguished 
from other forms where there is the sudden lowering of the mental plane 
as a primary state without the previous anxious state. 



